quency of the vomiting if presents and a detailed dietary assessment is essential. Systematic inquiry should also establish the presence of associated failure to thrive, and respiratory or neurological symptoms. On examination, an assessment should be made of nutritional status, respiratory signs, and neurodevelopmental milestones, searching also for signs of the causes of secondary GOR.
Investigations
In those patients with uncomplicated primary GOR, few initial investigations are needed, although we routinely check a urine culture to exclude urinary tract infection. We check a full blood count, and faecal occult blood tests if occult gastrointestinal blood loss is suspected clinically. An estimation of acid-base balance may also be helpful. Other tests to exclude complications for GOR (for example, chest radiography to exclude aspiration pneumonia) or causes of secondary GOR may be indicated (for example, antigliadin antibodies).
(1) LOWER OESOPHAGEAL pH MONITORING Extended oesophageal pH monitoring over [18] [19] [20] [21] [22] [23] [24] hours is now well established as the 'gold standard' for documenting acid GOR, Table 3 Scoring system for oesophageal pH monitoring * Per cent of time pH <4 for total period (the reflux index) * Number of reflux episodes lasting 5 minutes or longer * Duration of the longest reflux episode * Total number of reflux episodes have found that it may be totally misleading and even dangerous to evaluate the study on the summary data alone, as events such as accidental probe disconnection or slipping of the probe position may pass undetected unless the whole trace is examined carefully. 4 ). Oesophageal pH monitoring should be available in a district hospital setting, but data need evaluation by an experienced clinician. If complications are present, the patient should be referred for further assessment to the regional paediatric unit equipped with full gastroenterological and surgical services.
gastro-oesophageal reflux.
Diagnosis and treatment of

